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Toll Free 1-877-870-6668 Your Pharmacy Plan Toll Free 1-877-870-6668

www.medvantxrx.com www.med txrx.com
ORDER FORM (Part A) w-medvanixix.co

Please Read
¢ Please complete the information on Parts A, B & C of this ¢ Flease complete the payment oplions section (below).
form (as appropriate}). The heallh hislory grid {Part C) should Failure 10 complete will resull in a delay in the processing of
be completed for each patient submitting a new praescription your order,

for the first time or to make changes for active patients.
¢ Please use a black or blue pen to complete this form.

¢ Itis important 1o include a telephone number in the Member Our mailing address is: MedVanix Pharmacy Serviges
Inforrnation area (Part B} in case we have questions aboul PO Box 5736
your order. Sigux Falls, SD 57117-5736

www.medvantxkri.com

S ENel aflel '] (OF EXISTING PRESCRIPTIONS ON FILE WITH MEDVANTX)

1. FOR FASTER SERVICE, PLEASE VERIFY AVAILABLE REFILLS AND CALL US TOLL FREE AT 1-868-744-06821.
2. Complete paymeant information and mail to us.

Payment is required on all orders prior to shipping medications
3. Compleie REFILL section below including payment information.

Patient . Patient e . Patient
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Lle R NI 0T s S SR (PLEASE INCLUDE YOUR HARD COPY PRESCRIPTIONS)
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Patiehl Name

* | undersland that generic drugs will be dispensed in all cases where legally permissible and medically appropiiate,
unless the abave box is checked. By checking that box, a higher copayment amaunt may applhy.

SIANGY el zagle]Mis] Payment lo AmeriPharm is due with each order. Do not send cash. Refer o your benefit materials for copaymant amount.
“Thank you for choosing Medvantx”.

For fastest service, paying by credit card Is our preferred payment method.
(O Mastercard 0 Visa Q American Express 0O Discover (1 Use credit card on file

Account # DDDDDDDDDDDDDDDD Exp. Date DDIDD

If you use & credit card lor your payment, MedVant will bill your credit card for yaur portion of the drug cost, any special delivery charges and any oulstanding
balance due.

Cardholder's Signature . _ _ D Please keap this credit card on file for future orders.

Check # DDDDD Money Order # DDDDDDDDDDDDDD
Chack or money order amount § D D D E] D D

Piease wrile your carahoider 10 number on your chieck or money order. There is a $30.00 relurned check charge.
Delivery: Please allow 14 days from the date you mail your order for delivery of your medicine.




Toll Free 1-877-870-6668 Tolt Free 1-877-870-6668

Your Pharmacy Plan

MEMBER INFORMATION (Part B)

{Please complete with each order using black or biue ink)

Cardholder 10 # (Refer to ID Card) DDDDDDDDDDDDDDDDDDDDD
Group # (Refer to 1D Card [if applicable]) DDDDDDDDDDDDDDDDDDDD
OnQO0o000000000000 Qouoyooood o

Last Name of Cardholder First Name of Cardholder
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Above address is for. (check onfy i applicabls) this order only . permanem address change
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E-mail Address (Providng your e-maif adovess authorizes us to e-mat you information about your Medvantx account, This information is confidential and not shared with olher entilies.)

HEALTH HISTORY (Part C)

Please Complete This Health History Grid With Your First Order Or As Information Changes
Please complete information for you and all covered family members. If you are unsure about any haalth conditions, check with
your Doctor. This portion will not be requirad on subsequent orders unless there have been changes in health or coverage status.
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Member
Spouse
Dependent
Dependent
If you have additional dependents or require more space, please attach a separate note.
*Please indicate "Other Allergy” *Pleasa indicate “Other Conditions”

Cumrent medications including over the counter medications / patient name

| raptesent that the intormation on this form is gorrect, and | authorize the release of information regarding medical and prescription drug history and
treatment to MedVantx Pharmacy Sarvices.

Signature .. — Date




